of the mass of mesenchyme into which it grows may take part in the neoplasia. Case 3 had an appearance suggestive of gargoylism, and punch biopsies were suggestive of storage disease as were some bone changes. Open biopsy and later examination of the operative specimen did not confirm this, the liver cells showing abundant fatty degeneration but no evidence of storage disease.
Case 6 was described as a hepatic carcinoma arising in an otherwise normal liver (Fig. 1) Reconsidering this case, it was felt that the mere size of the tumour should have been no justification for such a palliative approach, for hepatoblastomas grow locally but metastasize late (Steiner, 1938) . The next six liver tumours were therefore treated by the following major resections: 2 right hemihepatectomies, 2 right hepatic lobectomies, 1 left hepatic lobectomy, and 1 left hemihepatectomy with partial right lobectomy.
The liver has joined those organs whose vascular hila have been charted so that major resections can be performed in a planned manner. I have found Hobsley's re-evaluation of the anatomy invaluable (Hobsley, 1958; Hobsley and Lloyd-Davies, 1959) . The main divisions are into right and left halves along the principal plane from gall-bladder fossa to the right side of the inferior vena cava, or into right and left lobes along the falciform ligament (Fig. 2) . The liver is unusual in having two hila, the bile-ducts, hepatic arteries, and portal veins all in the porta hepatis, and the hepatic veins separately leaving the liver near the upper border posteriorly. Unfortunately their drainage areas do not correspond. The Glissonian system fundamentally forms right and left halves, whereas the hepatic veins divide the liver into three areas with the central vein territory draining part of the right and left halves (Fig. 3) . In this overlap and in the inaccessibility of the hepatic veins to demonstration by dissection lie the main technical problems of hepatic resection.
For right-sided resections the preferred incision is an oblique thoraco-abdominal one. The abdominal part is made first. Exploration of the abdomen and dissection of the porta hepatis to confirm operability precede opening of the chest and division of the diaphragm right into the opening for the inferior vena cava. Slings to control the cava should then be placed above the diaphragm and below the liver. It is usual to rotate the liver to the left to expose the right hepatic vein, and if necessary the central vein. Mercadier approaches the veins from the front, retracting the liver downwards and dissecting into the liver tissue. The latter may be easier depending on the distortion produced by the particular tumour, but the stout fascial investment of the vena cava in this region may be troublesome. I found the correct perivascular plane more easily by starting the dissection above the diaphragm and working down.
The left lobectomy (in a 1-week-old baby) proved a simple procedure and was completed from the abdomen and without control of the vena cava. controlled. Both these episodes could have been avoided by adequate control of the vena cava by a sling placed above the diaphragm as mentioned above.
The other death occurred 3 days after operation 
